Studying stress in care givers: art or science? A.M. Cull Imperial Cancer Research Fund, Medical Oncology Unit, Western General Hospital, Edinburgh EH4 2XU. There has been an exponential growth in stress research in recent years in relation to health and employment. The formidable methodological problems confronting both epidemiological and psychobiological studies in this area have been amply demonstrated to oncologists in the difficulty of adequately testing hypotheses about the role of stress in carcinogenesis and disease progression. Some of the same methodological problems have hindered adequate investigation of the stress which cancer imposes on care givers, whether family members or professional staff. Given the importance of these latter issues in the practice of oncology it is important that continuing scientific endeavour in studying stress be encouraged.
The concept of stress
Stress covers a complex interaction of social, psychological and biological factors. Research has been hampered by a lack of integrative theory as a basis for generating specific testable hypotheses. Descriptive cross-sectional studies predominate making it impossible to establish causal relationships to increase understanding of the stress processes involved. There has been much confusion of concepts with the term stress being used to refer to the environmental stimulus, the subjective experience and the behavioural response. As a result many instruments developed to measure stress are unsatisfactory.
A concensus is now evolving such that stress can best be understood in terms of an individuals interaction with events rather than as a univariate undirectional concept. Thus the subjective experience of stress results when the perceived demands from the environment (stressors) exceed the individuals perception of his or her resources to meet those demands. The resulting reaction (stress response) may be beneficial if it enables the person to cope with the situation but it is generally recognised that too much stress, whether from external events or internal states is bad for physical and mental health. Clear guidelines can now be offered towards better research design and methodology for future stress research (Kasl & Cooper, 1987) .
The stress of cancer
In experimental paradigms conditions of threat, uncontrollability, unpredictability and conflict, particularly between negative options, have been shown effective stressors capable of inducing deleterious physiological responses e.g. stomach ulceration in laboratory animals.
The public perception of cancer, to some extent shared by health care workers creates just such conditions. Cancer is seen as a life threatening disease which spreads uncontrollably throughout the body, whose course offers at best protracted uncertainty about the future with the potential for conflict between the negative options of toxic side effects of treatment or progressive disease if left untreated.
The stress imposed by cancer and its treatment on patients has been extensively investigated in quality of life studies. (Lovejoy, 1986) . Spouses are often unconcerned about deterioration in their own health (Howell, 1986 ) and professional staff therefore need to be aware of care givers vulnerability and potential neglect of their own needs.
Relatively little is known about care givers adaptation over time. Maguire (1981) found husbands of mastectomy patients reported significantly more distress than husbands of women with benign breast disease 1 year post surgery. Crosssectional studies and family systems theory about the mutuality of experience among family members suggest the psychological adaptation of patients and spouses are significantly correlated (Northouse, 1988) . Longitudinal studies suggest the intensity of distress may be comparable but the pattern of its occurrence may be different reflecting the different preoccupations of patient and care giver. For example, among surgically treated patients with abdominal cancers, spouses' anxiety was particularly high before the patients discharge and less 10 days post discharge when the patients distress peaked. As patients' distress dissipated the risk of partners becoming clinically depressed appeared to increase (Oberst & Scott, 1988) . Ell et al. (1988) The reactions of any children in the family will vary with their developmental stage. Behavioural problems are common across a wide age range but the tasks of dealing with any such problems, providing for children's emotional needs and mediating between children and the patient will add to the stress experienced by the well parent. There is a notable lack of research data on the impact of cancer on the children of patients to inform the counsel offered to parents in difficulties. Staff should be aware of the additional demands of other dependents on care givers of cancer patients so that appropriate help can be mobilised as necessary.
Although the evidence suggests the stress of cancer draws many couples closer the physical and emotional needs of both partners may not be equally satisfactorily met (Leiber et al., 1976) (Lewis, 1990 (Maguire, 1985) or risk 'burn-out' as a consequence of prolonged over commitment to highly demanding work (McElroy, 1982) . When the stress of care giving is too great both the work performance and the personal well being of oncology staff are at risk. Research has been undertaken to identify sources of stress at work in individuals and within the working environment. In general terms six categories of work related stressors can be identified (Cooper, 1983) . These are when problems arise related to: (a) job specific factors, e.g. work overload (b) relationships at work, e.g. support from colleagues (c) role in the organisation, e.g. conflict or ambiguity of expectation (d) organisational structures, e.g. participation in decisionmaking (e) career development (f) work pressure on family life. Absenteeism, high staff turnover, poor quality control of work and poor industrial relations are symptomatic of stress at work. These occupational characteristics have chiefly been investigated in relation to nursing but all professional staff caring for cancer patients in the changing climate of the NHS are exposed daily to many of these stressors. Changes in the working environment seem rarely to be evaluated with respect to their impact on staff. More research in this area is required.
Research suggests the greatest stress among health service personnel is experienced by those involved directly in patient care with a high level of responsibility (Bates & Moore, 1975) and there is now a substantial body of work concerned with identifying specific stressors for staff in oncology (Delvaux et al., 1988; Peteet et al., 1989) . Particular attention has been given to the strain of caring for the dying (Vachon, 1987) but any issues which evoke in staff a sense of helplessness or failure or which create uncertainty and/or conflict may be appraised as stressful. Stressors may be different for different professional groups, for example doctors may experience stress in communicating bad news, in difficult treatment decisions or in explaining clinical trials. Nurses report particular stress in dealing with patients with intractible physical symptoms, e.g. pain or those who are afraid to die (Alexander, 1990) . Inevitably individual staff members develop closer and longer lasting relationships with some patients than with others. While recognising this can be an important source of job satisfaction, the closer the identification with the patient the greater the stress at crises in the patients management. This is a risk for all staff but particularly for those professions whose principal role is the provision of emotional support to distressed cancer patients (Davidson, 1985; Fallowfield, 1991) particularly if they are overworked, undertrained, insufficiently supervised and under valued.
Stress is a function not only of the characteristics of the work setting and the challenge of the work but the attributes of the individuals concerned. Inexperienced staff, particularly those with idealistic goals of treatment and unrealistic expectations of themselves are vulnerable (Peteet et al., 1989) particularly if life outside work fails to relieve stress generated in the job. Job dissatisfaction and feeling unsupported were important predictors of burn-out in clinical nurse specialists (Yasko, 1983) .
There is relatively little data on the relationship between personality characteristics and work stress in cancer care but high trait anxiety tends to be associated with higher stress (Gray-Toft & Anderson, 1981) . In general, those who believe that events in their lives are under their own control cope more effectively with stress (Krause & Stryker, 1984) . High job satisfaction in oncology has been described among staff who were altruistic and orientated towards personal relationships in their work as well as realistic in their attitudes to cancer and to treatment goals (Peteet et al., 1989) . Most of this work has been carried out in the United States and there may be cross-cultural differences. Further research in personal attributes associated with job satisfaction and susceptibility to job stress in the UK would have important implications for staff selection.
The consequences for the individual of stress at work are similar to those noted among family care givers. Ullrich and Fitzgerald (1990) found oncology nursing staff in particular susceptible to stress related somatic problems. Physical complaints, e.g. fatigue; headache; disturbances of sleep and food intake; increased alcohol and tobacco consumption; increased emotionality, e.g. irritability, tearfulness and reduced capacity to relax and enjoy life have all been reported in multidisciplinary oncology staff. Chronic stress results in the syndrome of physical and emotional exhaustion commonly referred to as 'burn-out'.
Although there is a view in some quarters that 'those who cannot stand the heat should get out of the kitchen' a more cost effective strategy is to attempt to reduce the adverse effects of stress. This may involve reviewing institutional practices to reduce environmental stressors. Given that problems of communication and inter-personal relationships between and within professional groups are often cited as significant stressors in health care services, this may not always be easily achieved. Recent research suggests creative practical solutions to problems at work can be achieved with interdisciplinary cooperation (Cull, 1991; Lansdown et al., 1990) .
The setting up of staff support groups has often been encouraged without any attempt at systematic evaluation of their effectiveness. Galinsky and Schopler (1977) reviewed the literature on casualties of group experience and pointed out that participation in groups may be as damaging to some individuals as it is beneficial to others. Silberfarb and Levine (1980) reported 6 months of supportive group therapy had a generally negative objective effect on oncology nurses attitudes to their work. Groups restricted to a more educative function report more positive results. Training including communication and counselling skills may help staff overcome feelings of inadequacy in the face of patients and relatives emotional distress and mechanisms for providing more support in dealing with 'difficult patients' need to be explored. More education about stress and its management is required to encourage professional care givers to recognise earlier signs of stress in themselves and to develop an appropriate range of coping skills.
Conclusion
Optimum care for cancer patients depends in large measure on optimum care for the care givers to sustain them in their challenging task. While care giving, whether by family members or professional staff, is not without its rewards conditions frequently arise where the physical and/or emotional demands exceed the care givers capacity to cope. The application of rigorous scientific methodology to these problems offers the only means of elucidating the stress processes and evaluating interventions to relieve the stress of caring for cancer patients.
